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Conjoined twins, also known as
“Siamese Twins’’ are very rare varie-
ties of congenital abnormalities seen
in obstetric practice, The term
“Saimese” came into literature from
the history of such twins born of
Chinese parents in Siam who lived
for a long time (1811-1874). These
twins were xiphipagus and were
_brought to America at the age of 13
where they married subsequently
and settled down as farmers. The
earliest report of a case of conjoined
twin was that of the “Biddendon
Maids” born in England in 1100 A.D.
They were born united from hips to
shoulders with only one pair of upper
and one pair of lower limbs.

The incidence of conjoined twins is
very difficult to ascertain because of
their rarity as well as for the fact
that there may be some cases which
are delivered at home and not re-
ported. Newman (1940) and Potter
(1952) reported the incidence to be
about 1 in 60,000 deliveries.

" The case presented in this paper is
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interesting in the sense that thke
patient came with the problem of re-
peated neonatal deaths due to jaun-
dice and ultimately delivered a mon-
strous twin. A case of conjoined
twins has been recently reported
(Gupta and Wakhaloo, 1968), where
the diagnosis was made before the
babies were born. The diagnosis in
this case was made only at the time
of delivery, since the x-ray taken be-
fore labour was inconclusive.

CASE REPORT

Mrs B. R., 27 years, married for 7 years‘

para 3, first. reported on 4th. March 1968 to
the antenatal clinic with amenorrhoea of
nearly 4 months and a history of repeated
fatal necnatal jaundice in her previous two
babies, delivered at home. There was ne.
history of vaginal bleeding or" discharge.
She did not have any previous antenatal
care but was reported to have been in good”
health. There was no history of taking
drugs or medications, nor of any illness in:
the early weeks'of gestation. Her men:
strual history was regular and normal.
There was no history of twins, hyperten-
sion or diabetes either in her case or in the
family.

On examination, her general condition
was satisfactory; haemoglobin 10.5 gm.%:
urine showed no abnormality. Cardiovas-
cular and respiratory systems were nor::
mal. There was no abnormality on gene-
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ral physical examination. The height of
the uterus was more than the period of
amenorrhoea and foetal parts were not
palpable. No foetal heart was heard, and
no fluid thrill could be elicited. ~

Plain x-ray of the abdomen for evidence
of foetal parts and examination of the urine
for quantitative pregnancy test were advis-
ed. The x-ray report showed a doubtful
foetal shadow and the radiologist suggest-
ed an oblique view of the abdomen for
confirmation,

Ten weeks later, the patient was ad-
mitted with a history of diarrhoea and pain
in the lower abdomen for 4 days and
leucorrhoeal discharge for 2 days.

The height of the uterus was 36 weeks
and fluid was excéssive. Twin pregnancy
was suspected because of the impression of
too many foetal parts. Slight tenderness
in lower abdomen was present. No
uterine contractions were observed. Foetal
heart sounds were present. Vaginal exami-
nation revealed that the patient was in
early labour (os 2 cms. dilated), with
breech presentation. A provisional diag-
_nosis of premature labour of twin preg-
nancy with hydramnios was made. In-
vestigations showed Hb. 11 gm.%, urine
was normal and plain x-ray of the abdo-
men was inconclusive because of poor
quality. Intravenous ethyl alcohol drip
was started. after admission, as it is re-
ported to be effective in preventing .pre-
- mature labour (Fuchs, 1965). The alcohol
drip was discontinued after twelve hours.
The patient again started having uterine
contractions about 7 hours after the drip
was discontinued. About 5 hours later,
vaginal examination showed the cervix to
be six cms. dilated and membranes to be
bulging. Controlled rupture of membranes
‘was.done and about 2 litres of clear liquor
were drained. No abdominal tenderness
*or vaginal bleeding was observed.

The patient continued to have contrac-
tions every 5-10 minutes, lasting for about
30 seconds. After 44 hours of rupture of
membranes, the cervix was found fully
dilated and two feet of the baby were felt
lying in the vagina. Breech extraction was
decided upon and while giving traction on
the baby's feet, something was felt on the
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back of the baby. This finding along with
the extraordinary difficulty in traction
aroused the suspicion of conjoined twins.
At that stage, an episiotomy was done.
With a little more traction, the breech was
delivered along with the other legs and the
twins were seen joined together in the
region of the abdomen. The cord was felt
to be single. As the shoulders were being
born, it was found that the twips had
thoracopagus also. The shoulders were de-
livered. without any difficulty. The after-
coming heads offered no problem and these
‘were delivered one after another. The
placenta and membranes were expelled
spontaneously. There was no post-partum
haemorrhage., The episiotomy wound was
stitched in layers. "

The two babies presented a rare type of
anomaly in that the line of fusion extend-
ed from the shoulders to the pelvis, i.e. the
entire trunk, face to face with four upper
and three lower limbs with 3 single cord
and placenta. One of the twins had
talipes-equino-varus. The external genita-
lia were single and of female type.
One of the twins took a few gasps and
then died. The other one was stillborn
Total weight of the twins was 2200 gms.
(Fig. 1).

The postpartum period of the patient
was uneventful and she was discharged on
the 7th day. :

Autopsy findings

A partial autopsy was done. On exter-
nal. examination the following features
were noted. (Figs. 2 & 3).

1. Two heads and necks.

2. Abdomen and thorax were joined on
their ventral aspects.

On opening the thorax and abdomen,

1. Single bony thoracic cage.

2. Two hearts placed in mirror image
fashion and two sets of great vessels.

3. Single pericardial sac.

4. Alimentary canals were separate from
the oesophagus up to the last 3 inches of
the ileum. The remaining part of the canal
was single.

5. Internal genital organs —single set
(female).

6. Liver and spleen — one each.

- 7. Kidneys ~—one-in each twin. -
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Discussion

Of all malformations, conjoined
twins or double monsters are with-
out doubt the most spectacular. Bal-
lantyne (1902) wrote, “Few medi-
cal men are called upon to conduct
a case of labour in which the product
consists of a double monster and
even obstetricians of considerable ex-
perience will see no more than two
or three confinements 0 complicat-
ed in a life-time. Nevertheless, a
practitioner may find himself any
day face to face with such an obste-
tric emergency”.

The mode of formation of conjoin-
ed twins is interesting. The differ-
ence between this variety and the
separate twins, which are much more
frequent, lies only at the stage of
separation of the cells forming the
embryonic mass. Conjoined twins
are usually assumed to be of mono-
vular type. If the separation of the
cell masses occurs after the separa-
tion of the embryonic disc, then
there will be only one embryonic sac
and at this stage, if the centres of the
growth of the two cell masses are
not sufficiently apart, then the inter-
mediate portion between the two may
be fused resulting in conjoined twins.

Various varieties of conjoined
twins have been described according
to the extent of fusion as well as the
sites of fusion. In all the varieties,
there may be various degrees of
union of the internal organs. These
different varieties have been en-
umerated as follows (Farris and
Bishop, 1950):

1. Craniopagus (joined by the
heads). 2. Thoracopagus (joined at
the chest). 3. Xiphipagus (joined at
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the lower sternum). 4. Omphalop-
agus (joined at the naval). 5. Pygo-
pagus (joined at the pelvis), 6. Foetus
in faeto or included foetus (One
twin included in the body cavity of
the other).

Among double monsters, the com-
monest are thoracopagus twins. The
other varieties in order of frequeney
are pygopagus and ischiopagus,
where the fusion is in lower pelvic
region and craniopagus. Robertson’s
(1953) figures are as follows: thora-
copagus 73%, pygopagus 199, is-
chiopagus 6%, craniopagus 29%.

There is a distinct preponderance
of females among conjoined twins,
especially thoracopagus. Guttma-
cher (1962) found that 709, of con-
joined twins were female.

The criteria for the prenatal radio-
logical diagnosis of conjoined twins
have been elaborated by Gray, et al
(1950) and discussed by Gupta and
Wakhaloo (1968). The important
features in the X-ray are: 1. the
heads are at the same level and
plane, 2. there is unusual extension
of the spines, 3. there is unusual
proximity of the spines, 4. there is
no change in the relative positions
after movement, manipulation and
time.

The obstetric management of con-
joined twins may, at times, present no
difficulty as such pregnancies rarely
go on to term, so that the conjoined
foetuses may not exceed the size of
a normal single foetus. This was sc
in this case because the combined
weight of the twins was 2200 gms.
and although the condition was diag-
nosed at the time of delivery, there
was no difficulty in delivering the
babies vaginally. Otherwise, when
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the twins are large and when a cor- garh, for permitting us to publish
rect diagnosis before the onset of this case report.

labour has been made, delivery by
caesarean section is the method of
choice. This is safe for the mother
and in the best interest of the babies.

The prenatal diagnosis in a case of
conjoined twin is becoming increas-
ingly important because of the
feasibility of separation of these
twins due to advancements in sur-

gery. ]

Summary

A rare variety of conjoined twins
in which the trunks of the two babies
were fused, with four upper and
three lower limbs, is reported.

The diagnosis was made at the
time of delivery. There was no diffi-
culty in delivery as it was a prema-
ture labour.

Relevant literature has been re-
viewed and the mode of formation
and the different types of this rare
anomaly have been discussed.
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